A
LMOST 20 years ago, Cooper 1 argued that a covenantal model of relationship held the potential to support nurses in the provision of ethical, relationship-centered practice. Drawing upon the works of May, 2 Veatch, 3 and Gadow, 4 Cooper highlighted the undeniable primacy of the nurse-patient relationship in nursing, while challenging that "the different meanings of the relationship's nature remain a subject that, by virtue of its intimate relevance to the very essence of nursing, demands continued and careful inspection by thoughtful nurses." 1(p50) Although largely prescriptive, Cooper's presentation of the covenantal relationship between nurses and patients, the nurse-patient covenant, is a model of relationship that warrants just the kind of careful inspection for which she advocated. This article will present the results of a multiphase, multiple-method study examining the concept of the nurse-patient covenant.
BACKGROUND
Although the concept of a covenant is often associated with its biblical references, this unique approach to relationship building has its roots in Ancient Near Eastern and Ancient Far Eastern traditions. 5 Evidence of covenant making can be found throughout the entire ancient world, with letters and tablets from ancient Babylonia and Assyria depicting covenants related to political, social, tribal, and familial agreements and relationships. Although dictionary definitions of the term covenant allow for the possibility of representing this concept as merely a sort of pact or promise, a thorough analysis reveals a much more expansive and comprehensive notion. A covenant is first and foremost grounded in the realm of relationship 6 and viewed as a mutual commitment to engage in a healing process. 7 Covenantal relationships have been alluded to in the healing professions as far back as 1500 BC, with Mycenaen inscriptions describing the myth of the hero Asklepios, rendered by Homer as the "blameless physician" for risking and then losing his life in an effort to alleviate the suffering of those considered to be outcasts from society. 8 Within the past few decades, there has been a resurgence of interest in the concept of covenantal relationships in medicine, largely attributable to the work of the bioethicist May.
2 After reviewing multiple archetypical models of relationship, May concluded that a covenantal framework that consisted of the 3 basic elements of (a) an initiating gift; (b) subsequent promises that change the very being of the covenanting partners forever so that fidelity to the covenant, the relationship, defines their life; and (c) a set of ensuing obligations was the ideal conceptualization of the physician-patient relationship.
The nursing literature has begun to reflect an interest in this conception of relationship as well. Cooper 1 argues that the idea of a covenant is also applicable to the relationship between nurses and patients. Stenberg draws the parallel between covenantal relationships and ethics, suggesting that the need for covenantal relationships may be "endemic to the human condition." 9(p20) Strumpf and Asimos 10 view accountability as anchoring the covenant between nurse and patient, in which traditional nursing values and ethics underlie the relationship. Although the nursing literature has tentatively begun to call for an honoring of the covenant between nurses and patients, 1, 9, [11] [12] [13] [14] there is undoubtedly a need for clarity with respect to this elusive and intriguing concept.
May 2 views the covenantal model of relationship from a prescriptive sense, portraying it as a means by which health professionals can form better relationships. Within the context of nursing, a significant question emerges as to whether the concept of the nurse-patient covenant may be not only prescriptive, or a representation of the ideal model of relationship, but also descriptive and representing the relationships that form daily between nurses and patients.
To explore this question, a concept analysis was undertaken using Rodgers's 15, 16 method of concept development, which draws upon the work of Toulmin. 17 Within this method, concepts are considered dynamic, context-bound, personal mental interpretations formed by individuals and shared through processes of socialization and human interaction. Consistent with this method, this concept analysis began with an examination of relevant literature across multiple databases. However, given the limitations inherent in techniques of concept analysis based only on a review of literature, 18 the results of the literature analysis, which identified relationship as the central attribute and the defining feature of a covenant, became the basis for further analysis. The concept of the nurse-patient covenant was further explored through an examination of nurses' experiences of the nurse-patient relationship and the nurse-patient covenant, patients' experiences of the nurse-patient relationship and the nurse-patient covenant, and concluding with an analysis of findings across all sources of data (literature, nurses, and patients).
19

RETRODUCTIVE APPROACH
This study employed a retroductive approach, neither completely inductive nor completely deductive, but constructed as a dialogue between ideas presented in the literature and evidence gathered through interviews with both nurses and patients. 20, 21 Retroduction, first described by Aristotle in reference to indirect evidence, is a way of thinking that aims to make "complex reality comprehensible," 20(p195) through the development of some type of theory to explain a phenomenon. Following Steiner's 21 approach, identification of the existence of a source theory with the potential to develop the desired theory was the necessary first step. The results of the concept analysis based on the literature formed a point of view or theory model used as the framework for further exploring the nurse-patient covenant, with new information added in the form of concepts and relationships derived from focus group interviews with nurses and semistructured interviews with patients. Through this process of data collection and analysis across multiple sources, the attributes, antecedents, and consequences of the nurse-patient covenant were identified. Space limitations preclude a detailed review of the findings of each of the preliminary phases of data collection and analysis, described fully elsewhere 19 and not intended to stand alone.
OVERVIEW OF THE RESEARCH DESIGN
Multiple phases of data collection and analysis, each with a unique yet related purpose, were undertaken in an overlapping design, employing Rogers's 15, 16 method while also building on research designs described by Cowles, 22 Schwartz-Barcott and Kim, 23 and Sadler. 24 This study began with an analysis of the literature, with findings used to guide focus group interviews with nurses and semistructured interviews with patients. The results of these 3 phases of data collection and analysis were then compared and contrasted for areas of agreement and disagreement. Through this back-and-forth process of comparison and contrast using Rogers's method, synthesis concepts reflecting data from all sources were identified. These synthesis concepts represent the definition of the nurse-patient covenant, including attributes, antecedents, and consequences.
Data collection
Data were collected from 3 distinct sources (literature, nursing focus group interviews, and patient semistructured interviews). Initially, a search was conducted in 4 relevant literature databases, the Cumulative Index of Nursing and Allied Health Literature (CINAHL), Medline, PsychINFO/PsycLIT, and the American Theological Library Association (ATLA) Religion Database, using the keywords covenant and covenantal relationship. Each literature database was considered a unique population within which stratified sampling was undertaken. English citations from 1992 to 2002 were sampled, using computer-generated random numbers for selection. A total of 167 references were randomly sampled from all databases, comprising 26 from CINAHL, 30 from Medline, 30 from PsychINFO/PsycLIT, and 81 from ATLA. References drawn from the CINAHL database numbered slightly less than the minimum of 30 suggested by Rodgers 15, 16 ; however, the fact that references from multiple databases formed the full literature analysis ensured that there would be enough data to support the process of concept development.
The findings from the literature analysis became the basis for the development of the interview guides used with nurses and patients. Interviews with nurses were conducted in a focus group format, supporting the acquisition of a relatively large amount of data while also providing participants with the opportunity to share and compare their experiences. Data were collected through 2 focus group interviews, at which point convergence of themes was established. Participants were asked to both describe their experiences of the nurse-patient relationship as well as to comment on the concept of the nursepatient covenant. Twelve nurses working in a large urban hospital specializing in cancer care participated in the interviews. Areas of nursing specialty ranged from radiation oncology, to medical oncology, to surgical oncology.
Semistructured interviews were conducted individually with patients. This format allowed for a relatively secure or intimate environment in which patients, potentially considered members of a vulnerable population, were best able to share their experiences. As was the case with nurseparticipants, patients were asked to describe their experiences of the nurse-patient relationship and to comment on the concept of the nurse-patient covenant. A total of 8 patients were interviewed, all of whom either currently had cancer or had previously been treated for cancer.
Data analysis in preliminary phases of research
After obtaining ethical approval, data were collected through the literature search, interviews with nurses, and interviews with patients. All data were coded and analyzed independently before proceeding to the next phase. First-level coding entailed assignment into Rodgers's 15, 16 categories, including attributes, antecedents, and consequences. Data appearing to belong to more than 1 category were cross-referenced to all appropriate categories. All of the data falling under each of the categories were then clustered and reexamined. For each of the categories, data were read thoroughly and assigned descriptive code words. The data assigned to each code word were then grouped and analyzed for common themes. Short labels were created to describe the attributes, antecedents, and consequences of the concept. This process continued until all relevant data had been categorized. During these preliminary phases of the study, thematic analysis was taken to 2 levels of abstraction only, so that findings remained rich enough for the back-and-forth process of comparison between all data sources.
DEVELOPMENT OF THE CONCEPT OF THE NURSE-PATIENT COVENANT
An analysis of the areas of agreement and disagreement between the results of the concept analysis based on the literature, an analysis of nurses' experiences, and an analysis of patients' experiences was undertaken through 3 separate comparisons. The results of the literature analysis were compared with the results of the analysis of interviews with nurses. The results of the literature analysis were then compared with the results of interviews with patients. Finally, the results of the analysis of interviews with nurses were compared with the results of the analysis of interviews with patients. In this manner, areas of agreement and disagreement between the 3 data sources (literature, nurses, and patients) were explored. A significant degree of similarity between the attributes, antecedents, and consequences identified through each of the separate analyses supported the synthesis of the ideas into a cohesive and conceptually sound definition, reflecting the literature, nurses' experiences, and patients' experiences.
The nurse-patient covenant is an enduring relationship, embodying caring benevolence and contextually negotiated reciprocity. It is preceded by demonstration of nursing competence as a manifestation of nursing tradition. It leads to patients' trusting and entrusting nurses, the emergence of personhood and professionhood, and benefits and obligations. A summary of the attributes, antecedents, and consequences to the nurse-patient covenant are presented in Table 1 .
Attributes
Synthesis concepts resulted from a backand-forth analysis that compared the findings from each of the 3 data sources. Three synthesis concepts, each of which will be described in greater detail, were identified as attributes to the nurse-patient covenant: (a) enduring relationship, (b) caring benevolence, and (c) contextually negotiated reciprocity.
Enduring relationship
The attribute of enduring relationship is a synthesis concept representing ideas of constancy of relationship, adaptability within a stable relationship, and a continuing connection. Constancy of relationship was identified as a central attribute of the nurse-patient covenant, referring not to the immutability of the relationship, but rather to the perpetual existence of this bond. Patients spoke of feeling connected to nurses long after treatment had finished or despite subsequent physical distance, so much so that a sense of deep belonging was conveyed. As one patient described, I spent the first 10 days of this one [recurrence of cancer] in the leukemia ward until they found out it was a different kind of cancer. I should have gone somewhere else [in the hospital] but it didn't matter to these people [nurses] . Basically, it was, "Sam's sick and let's get him better. Let's see what's going on." It wasn't a case of, "Oh, this isn't leukemia. Let's send him somewhere else."No, it was, "He's really ill. All hands on deck! One of our guys needs us.". . . Any time, any place, those nurses will be there for me with open arms. I know that.
The nurse-patient relationship was seen as enduring, but the actual characteristics and parameters of the connection were portrayed as dynamic, adaptive, growing, and responsive. As one patient recounted: "After the treatment was over, we've still kept up our friendship and have written and phoned and got together. It just keeps growing."
Nurses briefly described letting patients know that they were always welcome to return, to "come back and see us" or to "say hello anytime you're around."However, when patients described this type of encouragement from nurses, seen as an invitation to sustain relationship, they often spoke in deeply emotional terms:
When I finished the chemotherapy, they told me, "Now you can drop by and see us anytime you want, anytime at all." Now mind you, you're finished with your chemotherapy when they're saying this so what are they going to do because I'm no longer a patient to them? So they didn't have to say that, but still they all said to drop by anytime. That meant a lot. . . . That's everything you can say in a nutshell.
Incidents in which nurses visited patients after their treatment had finished or when they had been admitted to a different unit were offered as evidence of continued rapport and connection.
In all of these themes, the idea that was portrayed was one of a relationship that not only exists within the context of a single encounter or a single admission, but that extends, through both patients' and nurses' perceptions and actions, across time and place. As one patient stated in concluding her interview:
Next week I have my yearly appointment and I wouldn't be surprised if Jason [patient's husband] said, "I should go down there with you and say hi to Marion [primary nurse] and let her know how we're doing." We all still stay in touch, not just me but the whole family. . . . I think it'll always be that way.
Caring benevolence
The second attribute of the nurse-patient covenant was labeled caring benevolence. References drawn from all 4 databases refer to moral or virtuous behavior as part of the covenant, often describing ideal behavior that includes qualities such as selflessness, compassion, humility, commitment, competence, honesty, and trust. 9, 12, 25, 26 Similarly, although nurses identified caring specifically as an attribute, they also described caring in ways that revealed qualities such as being nonjudgmental, showing empathy and compassion, being honest, demonstrating competence, and behaving with integrity. As one nurse stated, "You care about them [patients] , about what they're saying, and you care about how they feel and you care about their level of anxiety, about getting their diagnosis or whatever." Linked to caring, nurses spoke of the trust that occurs in caring nurse-patient relationships as well as of their trustworthiness, or their ability to inspire trust in their patients through their caring. Often, the link between caring and trust was demonstrated through descriptions of nurses "caring enough to. . . ." As one nurse relayed, I care enough to do things right, to give the right information or find it out if I don't know, to return calls promptly, that kind of thing. So caring isn't just about sitting down and talking, it's about everything and I see the relationship like that too. It's all related.
Similarly, patients also connected nursing competence to caring, using terms such as "caring enough to. . . ," followed by a description of a nursing skill, as a means of demonstrating that they viewed the correct performance of nursing actions as integral to caring. Patients both spoke directly of caring, often referring to nurses' expression of caring toward themselves, and also implied caring, as in the following description:
I had a friend that I talked to on Saturday who was in the hospital and I was on my way down there on Monday and he died before I got there. Saturday he was fine and Monday he was gone and I didn't know it. . . . Three nurses stopped me before I got to his room and said, "Come here. Jack's died."And I cried and they all cried and that's what it was like.
These themes, when considered together, demonstrate significant conceptual congruence. A synthesis of ideas, representing all data sources, resulted in the identification of the attribute labeled "caring benevolence." Benevolence, referring to not only a disposition to do good but also to a love of mankind, coupled with a desire to promote the happiness of others, most aptly draws together the ideas represented by the themes of virtuous and moral behavior tied to both care for others and trust. Caring was retained as a specific descriptor because of the prominence demonstrated by this attribute in both nurses' and patients' descriptions.
Contextually negotiated reciprocity
The final attribute of the nurse-patient covenant was identified and labeled as "contextually negotiated reciprocity." Analysis of the literature revealed ideas associated with the professional responsibilities of nurses, including demonstrating competence and meeting the needs of others, as both a duty and a promise made to patients and to their profession. [27] [28] [29] Stackhouse describes how in a covenantal relationship, free parties enter into a "relationship that both limits their autonomy and guarantees a degree of liberty in mutuality according to terms they adhere to but do not construct." 30(p249) Nurses also identified the link to their professional role and professional obligations, focusing on responsibility and the formation of purposeful nurse-patient relationships within a professional context, such that meeting patient needs was a goal. In nursing representations, the expertise of nurses, and in particular relational expertise, was essential. They spoke of maintaining healthy boundaries, reflecting professional standards in which selfgratification was inappropriate, but also of maintaining a sense of their own needs in this situation. As one nurse described:
After much coaching I've decided that I'm allowed to preserve myself a little bit. I don't sacrifice the relationship because I just 'don't feel up to it today'. It's not like that. But I do know there's a limit.
On the other hand, patients spoke of feeling as though they were in partnership with nurses, often commenting that they felt as though they were "in it together." Patients described personal sharing that occurred between themselves and their nurses; however, there was a clear differentiation that they were "mutual but not equal." Although patients and nurses shared a genuine bond, the role and circumstance of each (the patient and the nurse) played a mediating role in the engagement. As one patient described, "I knew they were there for me but ultimately I was the one who was in trouble, so it was togetherness but not exactly equal." This portrayal of reciprocity is consistent with Geissler's 31 presentation of nurses and patients benefiting in different ways from the nurturing that occurred in their relationships.
Antecedents
One synthesis concept with a high degree of abstraction was uncovered and labeled "competence as a manifestation of nursing tradition." There was a significant degree of similarity between the antecedents identified through the analysis of interviews with patients and with nurses. Two related themes involving a demonstration of nursing competence, as cited by nurses, and an appraisal of nursing competence, as cited by patients, reflect a common understanding that patients often need to evaluate a nurse as technically competent and/or knowledgeable prior to entering into a relationship. Parameters by which competence was determined were reflected in the themes of passing tests and showing proof of knowledge and skill. Patients described observing and interacting with nurses in such a way that they were able to evaluate the level of professional knowledge and skill that the nurse was able to offer. Nurses described both awareness and an acceptance of these types of appraisals. Significantly, this determination was a starting point for relationship when positive, and a significant barrier to relationship when negative. One patient described the process for appraising her nurse the following way:
We talked and I asked her a lot of questions because I knew in particular that she would be administering the medication [chemotherapy] to me. And before anything started between us -this is funny when I think back because you block a lot of things at the time and after-but I needed to know that she knew what she was doing. It sounds arrogant but it's really not. It's life or death, and it's that blunt. So before we start focusing on sharing things and opening up to each other, let me just see if you know how to give that chemo or when to call the doctor. Right from the beginning, I needed that reassurance before anything else.
In a parallel description, one of the nurses shared her experiences in the following way: Nurses' responses reflected their awareness of and appreciation for the requirement to demonstrate professional competence to patients, clustering around 3 themes of demonstrating nursing knowledge, demonstrating nursing demeanor, and passing tests. Rather than conveying defensiveness around this process of evaluation, nurses showed genuine levity in both focus group interviews as they shared stories of patients testing their knowledge and skill. A recent phenomenon that nurses spoke of was use of the Internet by patients to verify information. One nurse shared the following experience:
I can remember having somebody phone me asking me questions about his disease and everything and he kept pausing and suddenly I said, "Are you sitting on the computer?" And he said, "Yes." So you've got to prove it to them. He's sitting there on the phone with an endocrine-dot-com Web site up and he's checking my answers all along. And it didn't scare me at all. He knew that. I was happy to show I knew what I was talking about and it was a turning point for us.
Nurses' perceptions were also similar to themes found in the literature. A strong conceptual linkage was demonstrated between possessing a willingness and a reason to engage, an antecedent identified by nurses, and voluntary commitment and legacy, antecedents identified in the literature. In both the literature and in nurses' descriptions, the idea of entering into a community that already encompasses defined relationships, or a relational model with expectations of behaviours and skill sets, and voluntary obligations was presented. As Bradshaw states, Comforting, chatting with, holding hands with, feeding, washing, bathing, cleaning other people when they are sick were all traditional nursing tasks, and in many circumstances essential for patient care. This is no less true at the end of the twentieth century. . . . For Nightingale the virtue of nursing was inextricably the covenant of care. . . . In the modern world it would seem clear that some core moral traditions should be maintained through the professional communities that have embodied them. 12(p480) Many nurses differentiated between social relationships and those they formed as part of their professional obligation. As one nurse stated, "There's a purpose to these relationships. These ideas, taken together, reveal an abstract and complex depiction of an antecedent to the nurse-patient covenant. The literature cites a voluntary commitment and legacy as antecedents to the nurse-patient covenant. Interpreted specifically within the healthcare literature, the focus for these concepts is clearly on professional traditions and a history of engaging in specific behaviors in the service of others. This theme cites the professional's responsibility to maintain competence within his or her scope of practice and to exercise this professional competence in the service of others. Nurses drew upon their awareness of the expectations held not only by their profession, but also by patients and society in general. They acknowledged patients' expectations of nurses with respect to professional competence that were evidenced by knowledge, skill, and comportment. Patients also described requiring proof of nursing competence, including knowledge and skilled performance, prior to entering into relationship, often citing an awareness of their own vulnerability and dependence upon the nurse with respect to healthcare treatment.
Consequences
Three consequences to the nurse-patient covenant were identified. They were labeled "Patients Trusting and Entrusting Nurses," "Emergence of Personhood and Professionhood," and "Benefits and Obligations."
Patients trusting and entrusting nurses
Trust was a consequence identified through analysis of the data collected from all 3 sources. Although there was reference to an exchange of trust, the overall focus was on a reciprocal, rather than mutual process, such that within the relevant literature, the nurse-patient covenant led to patients' being able to trust and nurses' being entrusted by patients. 25, [32] [33] [34] Nurses described how their engagement in relationship led patients not only to trust them as individual nurses, but also resulted in an extension of that trust to other nurses. As one participant described, I think patients come to trust not only me, but nurses. It's not like in the old days where we all wore pretty much the same uniform and you could hardly tell us apart. I think I impart my personality onto things that I do and the relationship included. But I also think that patients learn that 'this is what nurses do'. Not so much 'this is what Sheila does' but that we all, coming at it in our own ways, work at, let's say forming that connection, or whatever it is we're doing. Nurses also portrayed the trust patients placed in them as extending beyond their own profession. References to patients trusting other members of the healthcare team, such as the physician, and the healthcare system in general as a result of the trust they placed in their nurse were common. In this sense, nurses alluded to their role as envoys of the system, representing not only the trustworthiness of their own profession, but also the trustworthiness of the system within which they are employed. The following quote conveys this idea:
They know there's somebody there they can trust. They also know they can reach you because you give them your contact information and that sort of thing. I think all of that helps them to trust the organization. I think they have more faith in what treatment is being undertaken, like a sense of solidarity about what's going on at the hospital.
The analysis of patient interviews led to the identification of 3 themes that were collapsed into the consequence of trust. Patients spoke specifically of trusting nurses as a consequence of the nurse-patient covenant, implied trusting nurses through the use of surrogate terms or descriptions alluding to trust, and also described being able to trust the information and advice that was provided by nurses. The following quote alludes to the trust that one patient was able to place in nurses:
On a number of occasions I would ask the various doctors I saw about what was going on and I would get . . . . I wouldn't say vague generalities but that's what they seemed like, medical terminology that I didn't really understand. And there were days when my head was so completely screwed up with everything else that I couldn't get the questions out. Where the nurses came in (to the situation) is I would remember to stop and I would say, "Look, what does this mean?" And rather than get a sort of a medical statistical response, I got their response about their experiences. They see the patients all the time. They're not coming around for 10 minutes in the morning. They're there 12 hours a day, 4 or 5 days a week. You have this relationship and they've got a lot of experience they bring. They see much more than the doctors. So it was really important for me to get their perspective. I needed to hear their perspective because that's how I'd make up my mind.
The synthesis concept of "patients trusting and entrusting nurses" was identified as a consequence to the nurse-patient covenant. This label accurately reflects both the directionality of the concept (ie, patients trusting nurses) and the subtle differentiation between trusting (ie, having faith, confidence, etc) and entrusting (ie, giving something over for care or protection).
Emergence of personhood and professionhood
Consequences to the nurse-patient covenant included a second area of high conceptual congruence, constructed by the themes of role definition and transformation that was portrayed in the literature, the emergence of personhood that was described by patients, and consequences for nurses. This construct focuses on the clarification and revelation of personal and professional identities as a result of the enduring relationship that exists at the heart of the nurse-patient covenant. The resulting synthesis concept was labeled "Emergence of Personhood and Professionhood."
The literature analysis demonstrated that the nurse-patient covenant leads not only to an external definition of one's role as a member of a specific community, but also to the internalization of the values and beliefs inherent in these communities. [35] [36] [37] [38] Entering into a covenant or a covenantal relationship results in specific expectations of behavior associated with one's role. Identity, both personal and professional, becomes tied to the covenant itself through an internalization of commonly held values and beliefs. 26 Often, the values highlighted include competence, service, and a collection of behaviors typically seen as virtuous. Elements of transformation were also portrayed, reflecting personal, communal, and professional changes taking place in a reciprocal fashion. Transformation is linked to the attributes and antecedents of the covenant itself, such that entering into the relationship leads to changes to one's personal and professional identity. As Brown states, a covenant "takes place at the crossroads of the heart and culminates in a shared identity and new character." 35(p287) Landis, in referring to the covenant between physicians and patients, describes how the "transformation from a personal self with 'inside' knowledge to a medical self with 'outside' knowledge occurs in response to the gifts of the covenant." 28(p637) Patients also described a form of transformation, comprising the 3 related themes of feeling as though they were more than their diagnosis or illness, feeling as though they were being seen, and feeling as though they were being heard. These themes led to the identification of the emergence of personhood as a consequence to the nurse-patient covenant as experienced by patients. Common to all of these themes was the idea that as a result of the centrality of the nurse-patient relationship, patients experienced feeling more fully recognized for their uniqueness or their individuality. As one patient described, She [nurse] said, "Laura, your chart has a lot of information, but that's only a small part of what I know about you. Most of it comes from you. I'm in here (participant motions to the room) with you." She really helped me to see that I was still a person and she still saw me as a whole person. That was such a revelation. I felt I had lost so much of my own identity already that I was sort of shocked to realize that she still held on to it. Patients spoke of feeling more able to express their own personality, their own style, and their own needs and desires. They spoke of the skill nurses brought to actively listening to them, as well as nurses' ability to read between the lines and connect with patients at a deeper level. One patient described a particularly harrowing night in the emergency department during which a very busy nurse raced into her cubicle to start an intravenous. The nurse arrived just as the patient had been trying to remember the words to a song that held great meaning for her. I said, "I can't remember the tune," and I said, "Could you sing it?" And she [nurse] stopped. You know she's holding her little IV needles and she kind of clicks them together and then she sang this, "There'll Be Peace in the Valley Tonight," like a verse of it. And that was the most nursing care I've ever received in my life. What worked is that she saw my pain. She looked at me, and through me, and saw me. The nurse is the person that can see the human and respond to that and it didn't take her very long, maybe 5 minutes. But it was, "I see that you're in pain and this is something that I can do for you that maybe I didn't train for, but it's obviously solace to your soul." So that was just beautiful. . . . That's all you could ask for.
Consequences for nurses were identified through the themes of costs associated with both forming and not forming relationships with patients. Nurses were able to see the connection between their caring nature as individuals, the caring expectation of the profession, the painful circumstances they witnessed their patients experiencing, and their own emotional and psychological reactions. Nurses also described feeling frustrated that time restrictions made relationship sometimes virtually impossible, and yet that expectation remained, both externally in terms of professional and organizational standards and internally in terms of personal commitment to forming relationships. Nurses described feeling guilty when they chose not to enter into relationship, regardless of the reason, and drew a connection to burnout related to what they perceived as failure to enact their professional role. As one nurse stated, On the floor you're working with 5 patients in your assignment but in the clinic there might be 20 or 30 patients who might go through. It's not that you have to connect with everybody, but sometimes you're very aware that you didn't try to make that bond, that you didn't really want to open that door, because of what it might mean. Even when I know it's probably not such a big deal, like when I didn't have the time to listen to someone's symptoms so I didn't ask because I knew that someone else was going to go in there to evaluate their nausea and vomiting so why should I repeat that work, still I know there's more to it. I feel guilty because I'm not giving them all of me, I'm not making myself available to the opportunity to have that special bond, even for a short time. You feel you haven't achieved what you really want to achieve.
Another nurse continued this thought with the following statement: "Over time your idea of your job as a nurse changes and it's personal when you feel as though you don't live up to it."In this sense, consequences to forming and not forming relationships led to the emergence of professionhood.
Benefits and obligations
The final synthesis concept identified as a consequence to the nurse-patient covenant was labeled "Benefits and Obligations." This concept was apparent in the literature analysis through the identification of benefits, obligations, and nursing advocacy as consequences. It was also readily apparent in nurses' responses that described consequences, including benefits for patients, benefits for nurses, and professional obligations. Finally, this concept was reflected in patients' experiences describing consequences that included benefits for patients and nurses, feelings of safety, and nursing advocacy.
Benefits and obligations were seen as conceptually linked in that one did not occur in the absence of the other. Benefits resulting from a covenantal relationship are clear in the literature. 28, 39, 40 Some references described the specific types of benefits one might receive, such as professional recognition or livelihood and others remained vague, referring instead to the vastness or breadth of the gifts that ensued from this type of relationship. Nurses also described benefits for patients that comprised 3 themes, empowerment of patients and increased independence through the support patients received for the choices they made, decreased anxiety and increased comfort, and improved health outcomes for patients. As one nurse stated, "I think it makes a difference to their whole healing process."Yet another nurse described how a reframing of success was necessary to understand how to nurse well and how to see the benefits in an acute cancer hospital:
If you measured our work by the outside world, we'd have a lot of failures. A lot of our patients don't do very well. Some of them die. They don't come here if they're doing well. So we can't always take pride in helping them to get better. Here we sometimes have to focus on helping them to die well, helping them to feel safe and secure as much as possible for as long as possible.
Nurses also described experiencing benefits themselves. This consequence comprised 2 themes related to professional satisfaction and feeling appreciated. Both of these themes reflected professional benefits that nurses experienced, as opposed to what might be considered as personal gain. Nurses described feeling a sense of professional accomplishment as a result of being able to successfully engage in healing relationships with patients. The following quote represents this idea:
As I've moved forward in my career, I've come to see the tasking as so much less important. Part of that might be that you just get more comfortable with everything so you're not having to focus so much on all those details. But the relationship, it's always different. It requires a lot of skill, interpersonal skill and nursing knowledge, and knowledge of human nature. At the end of my day, I like to be able to feel really proud of my skill in that area.
Analysis of patient interviews resulted in the identification of a similar consequence that related to benefits for patients and nurses. This consequence subsumed themes of benefits for both patients and nurses and described patients' perceptions of the positive outcomes of the unique relationship experienced between nurses and patients. Patients identified feeling more confident, more secure, less anxious, and more able to respond emotionally to others. Patients also described feeling as though nurses benefited from the relationship, although their responses were often vague as they surmised that nurses probably "got something out of it." In general, patients suggested that nurses likely felt good about being able to help patients through relationship and likely experienced the relationship as positive as well. As one patient stated, It sounds kind of egotistical but every sort of positive step for me, getting through the first round of chemo, bouncing back from a number of complications, fighting through some very bad emotional times, I could tell that this made them happy. It was a success for them as much as for me. They shared in that, in my success, because it was their success too. . . . Because we were connected, they took so much more pride, happiness, all that, from it.
Finally, similar to nurses' perceptions, patients felt that this unique bond between themselves and nurses had a positive effect on their physical experience of treatment.
The literature analysis also led to the identification of a second, related consequence that was labeled obligations. Most often, ideas of competency, advocacy, and morality were reflected.
Nurses described experiencing a similar consequence in terms of professional obligations. Two related themes revealed that nurses feel obligated to follow through and nurses feel obligated not to abandon their patients. Following through often referred to promises made, such as returning at a specific time, following up on a request, or sorting out a patient dilemma. One nurse summed up this idea with the following statement:
The bottom line is patients count on us. When you form that bond, they count on you even more. We know that, and that relationship, if lost, is hard to get back. So it means following through, not dropping the ball. If I say I'll be back in 20 minutes, I get back there. If I say I'll find out about the side effects of a med [medication], I do that.
Although nurses described keeping overt promises, they were clear to convey that they also considered it essential to follow through even when they had not specifically promised. For example, one participant described not only researching a medication when a patient asked, but also researching a medication because it represented "the right thing" to do. In this sense, nurses were perhaps describing not only promises they made to individual patients, but also promises they made as members of a professional community.
Nurses also described an awareness of the vulnerability of patients and their responsibility to ensure that patients did not feel abandoned. Outpatient nurses often spoke of making sure they were reachable and that they responded to patient calls promptly and pleasantly so as not to discourage patients from contacting them. Inpatient nurses commented on making sure patients knew they would "be there for them," both physically, such as by letting patients know when they were away from the unit, and emotionally, such as by ensuring patients knew they were not "going to run away if the going gets tough."
Similarly, patients' descriptions led to the identification of feelings of safety as a consequence to the nurse-patient covenant, comprising the following 3 themes: patients' feelings of physical, emotional, social, and psychological security; feeling safe; and feeling as though they didn't have to fight so hard against the system or to make sure they received the right care. A related consequence was patients' perceptions of nursing advocacy. In some instances, patients identified specifically that nurses would advocate for them, giving examples that included such things as pain management and arranging appropriate consultations with healthcare team members. At other times, patients described feeling as though nurses would fight for them in order to ensure they received appropriate care. The 2 consequences of feelings of safety and nursing advocacy show conceptual overlap, as patients described feeling safe and being able to give over some control, knowing that nurses would take up the fight for them.
DISCUSSION
The small number of references (26) found within the nursing literature when "covenant" was used in a keyword search speaks in some ways to the infrequency of use of the concept of the nurse-patient covenant, but belies its significance. The term is actually found much more often in the literature, generally in a taken-for-granted way, and particularly within the theoretical or philosophical literature. In these types of discoveries, the covenant itself is often not the focus of the reading at all, but rather is a term used in statements of fact about particular phenomena (eg, advocacy is nursing's covenant with society). In this way, search terms make it difficult to determine the exact degree to which the concept is used professionally. However, it is clear that covenant is a term that has not found its way into common language, either in the professional sense or in everyday usage.
If significance were to refer merely to the degree to which a concept is found superficially in everyday use, either within disciplinary boundaries, or among the general population, the concept of the nurse-patient covenant would appear to have very limited significance. However, the findings of this study strongly suggest that the significance of this concept lies in its ability to provide a comprehensive and cohesive framework for the unique relationship that forms between nurses and patients. The nurse-patient covenant also brings durability in that it is a concept able to represent historical patterns, future possibilities, and current conditions.
The nurse-patient covenant offers a theoretical framework describing a real-world phenomenon, responsive to time and context, but not dictated by those parameters. In that sense, it may be considered both prescriptive and descriptive in nature. The themes uncovered in the development of the concept of a covenantal model of relationship are also consistent with foundational nursing literature in the areas of caring and relationship. Maeve 41 contends that there is general agreement upon the belief that the very identity of nursing lies in relationship. Peplau's 42 conception of nursing as therapeutic involvement with patients in a relationship-centered, interactive process was a watershed moment. The subsequent work of early nursing theorists [43] [44] [45] further promoted the notion of relationship as a central theme in nursing. Of note, over the past quarter century, Watson [46] [47] [48] has created a body of work illuminating the centrality of caring and caring relationships in nursing.
This covenantal framework brings together a number of the most significant concepts found in nursing theory and nursing research today. It is also an intuitively attractive representation of an exceptionally complex relationship. In this sense, the nurse-patient covenant is a significant concept from a disciplinary perspective.
The multiphase, multiple-method design employed in this study strengthened the process of concept development and addressed the concern that the literature may not always accurately reflect the "real world" of nursing. A retroductive approach that began with the location of a source theory from outside of nursing and that was expanded upon through the collection and analysis of data from multiple sources, led to the nurse-patient covenant as an explanatory model for the nurse-patient relationship in cancer care.
LIMITATIONS
Although the concept of the nurse-patient covenant is an important addition to the theoretical and research literature that considers how nurses and patients form relationship, limitations must be recognized. First, the highly abstract nature of this concept required a complex research design. The concept of the nurse-patient covenant, and specifically the term covenant, while highly applicable to nursing and sometimes found as a statement of fact in nursing literature, is not commonly defined or described in modern literature outside of its religious or biblical interpretation. The initial process of concept development, using Rodgers's 15, 16 evolutionary method led to a clear representation of covenant as centrally concerning relationship. Therefore, interview questions for nursing focus groups and semistructured interviews with patients asked participants to explore their experiences of the nurse-patient relationship in addition to commenting on the nurse-patient covenant. While study findings demonstrate a strong, cohesive representation of the nurse-patient covenant, the complexity of the design and the potential for bias inherent in it must be considered a limitation.
In addition, data collection took place at only 1 site. It was reasonable to undertake this fairly narrow examination of the concept of the nurse-patient covenant with nurses and patients who were involved with cancer care at one facility, but it must be recognized that findings may strongly reflect either the culture of this facility or the experiences of nurses and patients involved in cancer care. The question, then, of what are the defining characteristics of the nurse-patient covenant in other contexts cannot be answered by this study but merits further exploration. Finally, the design of this study did not allow for nurses and patients to be interviewed in dyads. Although findings revealed strong convergence of themes between nurses and patients, the use of nurse-patient dyads in the collection of data has the potential to shed further light on the concept of the nurse-patient covenant.
CONCLUSION
This research employed a retroductive approach, beginning with the location of a general source theory from outside of nursing (May's framework) 2 that was refined through a literature analysis across 4 literature databases. New information in the form of concepts and relationships was uncovered through a back-and-forth process of analysis between the literature, nurses' experiences, and patients' experiences. A conceptual leap, 20 involving the creation of a synthesizing abstraction based in existing knowledge and leading to the development of new knowledge (attributes, antecedents, and consequences of the nurse-patient covenant in cancer care) resulted. In this manner, the nurse-patient covenant was analyzed from not only a prescriptive perspective (extant theory and literature), but also from a descriptive perspective (analysis of nurses' and patients' experiences). Further research is needed to examine the idea of the nurse-patient covenant beyond the findings described in this study and to explore further the applicability of this framework for nursing research, practice, and education.
